EMERGENCY MEDICAL AND SURGICAL PERMIT

HYCAT @ CHARLESTON SWIMMING PROGRAM

[REVISED 08/17/2009]

THIS FORM MUST BE COMPLETED AND RETURNED TO THE HYCAT @ CHARLESTON {HYCAT} SWIMMING OFFICE PRIOR TO A SWIMMER BEING PERMITTED TO TRAVEL ON THE HYCAT VAN (OR OTHER MODE OF TRANSPORTATION) TO AN AWAY SWIM MEET (OR OTHER HYCAT RELATED ACTIVITY/FUNCTION) WITHOUT THEIR PARENTS ACCOMPANY THEM AND IN THE CUSTODY OF A MEMBER OF THE HYCAT COACHING STAFF.

SWIMMER'S NAME: ___________________________________________________   AGE: _____

HOME ADDRESS:   ________________________________________________________________

                          

street               
city               state    
zip code

DATE OF BIRTH:  ___/___/___   RELIGIOUS PREFERENCE:_____________________________

MALE: _____   FEMALE: _____   BLOOD TYPE {IF KNOWN}: ___________________________

NEAREST RELATIVE: ___________________________________   RELATIONSHIP: __________

HOME ADDRESS:     ______________________________________________________________

                           

street               
city               state    
zip code

BUSINESS ADDRESS: ______________________________________________________________






street               
city               state    
zip code

{HOME} PHONE NO: (____)______________   {OFFICE} PHONE NO: (_____) _____________

CELL PHONE NUMBERS: [MOM] (____)_______________      [DAD] (____)_______________

FATHER'S/GUARDIAN'S OCCUPATION: ________________________________________________

EMPLOYED BY: ___________________________________________________________________

HOSPITALIZATION INSURANCE {NAME OF COMPANY}: ___________________________________

ADDRESS:  ______________________________________________________________________

                       street               


city               state    
zip code

PHONE NUMBER:  ____________________ 

POLICY NO: ________________   MEDICAL  {YES / NO} ______________________________

                              SURGICAL {YES / NO} ______________________________

                              ACCIDENT {YES / NO} ______________________________

FAMILY DOCTOR'S NAME: ____________________________   PHONE NO: (____)___________

SPECIAL MEDICATION{S}: _________________________________________________________

________________________________________________________________________________

[NOTE: if you need more space, please utilize the back side of this page or  

 attach instructions/explanation to this form]

ALLERGIE{S}: __________________________________________________________________

________________________________________________________________________________

[NOTE: if you need more space, please utilize the back side of this page or 

 attach instructions/explanation to this form]

I GIVE MY PERMISSION FOR A QUALIFIED PHYSICIAN TO PERFORM ANY MEDICAL OR SURGICAL PROCEDURE HE/SHE DEEMS ADVISABLE FOR THE WELFARE OF THIS APPLICANT WHILE HE/SHE IS PARTICIPATING, OR TRAVELING, WITH THE HYCAT SWIMMING PROGRAM.

FURTHER, THIS AUTHORIZATION PERMITS SAID PHYSICIAN TO HOSPITALIZE; TO SECURE ANY

APPROPRIATE CONSULTATION; TO ORDER INJECTIONS, ANESTHESIA (LOCAL, GENERAL OR BOTH), OR SURGICAL PROCEDURES FOR THIS APPLICANT.

THE UNDERSIGNED DOES HEREBY ASSUME AND AGREE TO PAY ANY INDEBTEDNESS, OR PHYSICIAN'S AND SURGEON'S FEES AND ALL APPROPRIATE HOSPITAL FEES FOR SUCH SERVICES.

DATE: ____________________  SIGNATURE: _________________________________________

RELATIONSHIP TO SWIMMER: _______________________________________________________

ADDITIONAL INFORMATION:  _______________________________________________________

________________________________________________________________________________

________________________________________________________________________________

